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Purpose: This study aimed to standardize the technique of pediatric endoscopic pilonidal sinus treatment
(PEPSiT) associated with laser epilation.
Methods: All pediatric patients presenting with acute or chronic pilonidal sinus disease (PSD) who underwent
PEPSiT in our institution over a 36-month period (July 2015–July 2018), were included in the study. Pre- and
postoperative management, recurrence rate, postoperative pain, hospital stay, analgesic requirements,
and patient satisfaction levels were evaluated.
Results: A total of 59 patients (23 girls and 36 boys) underwent PEPSiT during the study period. Ten/59 patients
(16.9%) had recurrent PSD after open repair, and 4/59 (6.7%) presented a concomitant pilonidal cyst. All children
underwent laser epilation pre- and postoperatively over the last 15 months. The average length of surgery was
27.5 min (range 20–45). The average pain score during the ﬁrst 48 postoperative hours was 2.7 (range 2–5),
and the average analgesic requirement was 20 h (range 16–24). The average hospitalization was 22.4 h (range
18–36). At 1monthpostoperatively, external openingswere healed in all patients.During follow-up, 1 recurrence
(1.6%) was recorded and successfully re-treated with PEPSiT.
Conclusions: We believe that PEPSiT represents the technique of choice for treatment of PSD in the pediatric
population. It is crucial to standardize the technique consisting of pre- and postoperative laser epilation, PEPSiT,
and accurate postoperative wound management with eosin and sulfadiazine spray.
Level of evidence: Treatment study — Level IV
© 2019 Elsevier Inc. All rights reserved.Pilonidal sinus disease (PSD) is a common inﬂammatory disease,
with a reported incidence among teenagers of 26:100.000 [1,2].
Known risk factors include family history, local irritation, sedentary oc-
cupation, and obesity [3,4]. PSD is considered an acquired disorder,
owing to the obstruction of hair follicles in the natal cleft, causing recur-
rent inﬂammation with formation of subcutaneous abscesses and usu-
ally multiple ﬁstula tracts [5]. The clinical presentation is variable,
ranging from asymptomatic pits to acute abscess to chronic cyst, with
a considerable negative impact on quality of life [1,3]. Although PSD is
common, very little has been written about its occurrence in pediatric
patients.More recently, there has been an increasing interestwith treat-
ment of this pathology, related to the use of minimally invasive surgery
[6]. However, the gold standard technique for surgical treatment of PSD
still remains under debate. The ideal surgical technique should eradicatef Naples, Via Pansini 5, 80131
46 33 61.
, M. Cerulo, et al., Technical sta
ediatric Surgery, https://doi.othe cyst and remove and clean the sinus tract and secondary tracts, lead-
ing to complete and durable healing with good cosmetic outcome [7,8].
The traditional open excision is extremely invasive, with a long and
painful postoperative course and high morbidity rates [9]. All these rea-
sons have moved the surgeons to ﬁnd new surgical strategies to treat
this pathology. In 2014,Meinero et al. described a novelminimally inva-
sive approach for PSD, named endoscopic pilonidal sinus treatment
(EPSiT), reporting very promising results in adults such as a shorter
wound healing and time off work and also improved pain control and
cosmesis [10]. We applied this technique in the pediatric population,
calling it pediatric EPSiT or PEPSiT and we recently published our pre-
liminary experience with PEPSiT as an effective treatment option of
PSD in children and adolescents [11,12]. After about 3 years of experi-
ence with this technique, we believe that the key-factor to obtain the
complete and fast healing of PSD after PEPSiT is not only the standardi-
zation of the surgical technique but also a pre- and postoperative laser
epilation and a scheduled wound management.
In this paper we reported the different steps of PEPSiT adopted
in our center with the aim to describe the technical standardization
of this procedure.ndardization of MISmanagement of children with pilonidal sinus dis-
rg/10.1016/j.jpedsurg.2019.04.031
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All pediatric patients, presentingwith acute or chronic pilonidal sinus
disease (PSD),who underwent PEPSiT in our institution over a 36-month
period (July 2015–July 2018), were included in the study. Patients
presenting with acute pilonidal abscess were not excluded from the
study; however, they received antibiotic therapy and theywere operated
on 2–3 weeks after resolution of the inﬂammatory process.
All PEPSiT procedures were performed by a single pediatric surgeon,
whomastered proﬁciently the technique. All patients and their parents
signed a speciﬁc informed consent before the procedure.
Follow-up included outpatient evaluation at 1, 2 and 4 weeks post-
operatively, then monthly until 6 months after surgery and then every
3 months until 18 months after surgery, followed by annual controls.
During the follow-up, all the patients were monitored for healing,
pain, complications, recurrence and satisfaction. We asked to all pa-
tients at time of follow-up evaluations to score their satisfaction about
postoperative course of PEPSiT using a 5-items Likert-type scale (0–5),
with 1 = very poor; 2 = poor; 3 = average; 4 = good; 5 = excellent,
considering cosmetic results and level of pain, discomfort and physical
limitations that they experienced after PEPSiT.
The primary endpoint of the study was complete wound healing,
deﬁned as closure of all external openings during the ﬁrst 60 postoper-
ative days. Disease recurrence was considered when symptoms and/or
local inﬂammatory signs such as secretion occurred after any interval
following complete wound healing. Secondary outcome parameters
were healing time, operative time, intra- and postoperative complica-
tions such as wound infections.
Since the deﬁnitive standardized protocol for PEPSiT has been
applied during the last 15 months of the study period, with deﬁnitive
introduction of pre- and postoperative laser epilation, we analyzed
separately the outcomes of PEPSiT, before and after the introduction
of our standardized treatment protocol. We grouped the patients
according to the study period, before and after the introduction of
our protocol: Group 1 (July 2015–April 2017) and Group 2 (April
2017–July 2018) and we compared the 2 groups in regard to patients'
characteristics and outcome of surgery.
The study received the appropriate Institute Review Board (IRB)
approval at Federico II University of Naples, Italy.
1.1. Preoperative management
In the last 15 months, hair removal was performed in all of the
patients before surgery by the same technician using a pulse-dye
laser. Hair removal was performed in the affected area of the
intergluteal sulcus including an additional 5 cm area on both sides
of the natal cleft. Each patient received preoperatively at least 2–3
laser treatments at 4–6 weeks intervals, according to their local
status (Fig. 1).
1.2. Operative technique
Patients received a speciﬁc type of subarachnoid spinal anesthesia
and antibiotic prophylaxis. They were placed in prone position with
buttocks retracted with adhesive tape. The main surgeon was at the
patient's right on a step, in order to have a better ergonomics for shoul-
ders. Two screens were placed, one at feet and the other at head of the
patient, to be adopted alternatively in relation to the ﬁstula opening.
PEPSiT was performed using a 10 Ch ﬁstuloscope, manufactured by
Karl Storz, equipped with a monopolar electrode connected to the elec-
trosurgical knife power unit, an endoscopic brush and an endoscopic
grasping forceps. The ﬁstuloscope has an 8° angled eyepiece and is
equipped with an optical channel and a working and irrigation channel.
Its diameter is 3.2 × 4.8mm, and its operative length is 18 cm. A remov-
able handle allows easier maneuvering and better ergonomics for thePlease cite this article as: C. Esposito, F. Turrà, M. Cerulo, et al., Technical sta
ease using pediatric endoscopi..., Journal of Pediatric Surgery, https://doi.osurgeon; the handle can be moved in different position in order to
ease the surgical procedure, according to the surgeon's preference.
A 5-phase surgical technique was employed in all cases. In the ﬁrst
phase (ﬁstuloscope's entry), the ﬁstuloscope was introduced through
the ﬁstula's external oriﬁce. If the external oriﬁce was too small, it was
widened with a spreading clamp in order to allow introduction of the
ﬁstuloscope. In patients with N1 opening, the lower pit was used for ac-
cess. In the second phase (sinus and its lateral tracts identiﬁcation),
a clear identiﬁcation of the anatomy of the sinus cavity and its lateral
tracts was allowed by a continuous jet of irrigation solution used as dis-
tension medium. In the third phase (hair removal), all the hairs and
bulbswere removed under vision using the endoscopic forceps, inserted
through the operative channel of the ﬁstuloscope. In the fourth phase
(sinus brushing), the sinus cavity was accurately debrided using the en-
doscopic brush and any necrotic material and granulation tissue were
eliminated by the saline solution ﬂow. Finally, the ﬁfth phase (sinus
cavity ablation) was to obtain complete ablation of the sinus cavity.
During this step, a cautery ablation of the sinus granulation tissue was
performed using the monopolar electrode, proceeding centimeter by
centimeter and cauterizing all fragments of the material adhering to
the wall of the sinus, commencing in the main tract and where appro-
priate traversing secondary tracts. All potential accessory cavities
and any lateral tracts were identiﬁed and ablated and an accurate
hemostasis was performed. No drain was placed at the end of proce-
dure. External openings were not closed and were covered by a
compression dressing.
All the steps of the surgical technique are shown in Video 1.
In 4 patients, beside the ﬁstula, we also found a concomitant
pilonidal cyst that was always located laterally to the ﬁstula's oriﬁce.
The cysts were removed with a small 1-cm incision and then sent to
histological examination.
1.3. Postoperative management
Oral intake was allowed immediately after operation and patients
were encouraged to walk after 2–3 h and to keep a normal decubitus
in the immediate postoperative period. After discharge, the patients
were instructed to clean the wound with sterile saline solution and
apply a 2% eosin solution and a silver sulfadiazine spray 3–4 times/day
for at least 2–3 weeks postoperatively (Video 2). All the patients were
given no restrictions in return to daily activity. After complete wound
epithelization, they underwent radical hair epilation using pulse-dye
laser technology. Hair removal was performed in the affected area of
the intergluteal sulcus including an additional 5 cm area on both sides
of the natal cleft. Each patient received average 4–5 laser treatments
at 4–6-week intervals, according to their local status (Fig. 2).
2. Results
Themedical records of 59 consecutive pediatric patients, 23 girls and
36 boys with an average age of 16 years (range 13–18) with PSD, who
underwent PEPSiT in our institution during the study period, were ret-
rospectively reviewed. All the patients presented with acute or chronic
pilonidal sinus ﬁstulas. Ten out of 59 patients (16.9%) had a recurrent
PSD after failed open repair performed in general surgery units. All of
the recurrent cases had been treated with a wide excision followed by
primary closure. In addition, 4/59 (6.7%) patients presented a pilonidal
cyst in association with the ﬁstula.
The average length of surgery was 27.5 min (range 20–45). No
intra- or postoperative complications were reported. All the patients
were asked to evaluate postoperative pain using the Visual Analogue
Scale (VAS) pain scale and the average pain score during the ﬁrst 48
postoperative hours was 2.7 (range 2–5). The analgesic requirement
(Paracetamol 15 mg/kg every 8 h) was limited to the ﬁrst 24 postoper-
ative hours (average 20 h; range 16–24). The average hospital stay
lengthwas 22.4 h (range 18–36).We performed PEPSiT as an outpatientndardization of MISmanagement of children with pilonidal sinus dis-
rg/10.1016/j.jpedsurg.2019.04.031
Fig. 1. Preoperative laser epilation: results at time 0 (0), after 1st laser session (1) and after 2nd laser session (2).
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pitalization since we preferred to appropriately instruct the parents
about the woundmanagement they had to perform at home, consider-
ing it a crucial point for the success of the procedure. Parents were
instructed on how to treat the wound daily by applying topically an an-
tiseptic solution of 2% eosin and a silver sulfadiazine spray for at least
2–3 weeks postoperatively. In general, we selected the patients for ad-
mission on the basis of the expected compliance of the parents to the
recommendations prescribed after hospital discharge. The averageFig. 2. Postoperative laser epilation: results after 1st
Please cite this article as: C. Esposito, F. Turrà, M. Cerulo, et al., Technical sta
ease using pediatric endoscopi..., Journal of Pediatric Surgery, https://doi.otime to return to work and/or school and daily activities was 2.5 days
(range 1–4). The average score reported by patients about their satisfac-
tion level was 4.7 (range 3.8–5). They declared to be highly satisﬁed
with the overall postoperative course and above all with the excellent
cosmetic results and the absence of pain and any physical limitations
during the postoperative period. The overall healing rate was 100%
and the average healing time was 24 days (range 21–30). At 1 month
postoperatively, the complete healing of external openings was
obtained in all the patients (Fig. 3). With a maximum follow-up of(1), 2nd (2), 3rd (3) and 4th laser session (4).
ndardization of MISmanagement of children with pilonidal sinus dis-
rg/10.1016/j.jpedsurg.2019.04.031
Fig. 3.Wound healing process, after 1 week (a), 2 weeks (b), 3 weeks (c) and 4 weeks (d) postoperatively.
Table 1
Patients' demographics and results.
Patients' demographics Value
Number of patients, n 59
Male/female, n/n 23/36
Average age, n (range) 16 (13–18)
Average weight, kg (range) 66.5 (55–92)
Associated comorbidity, n 0
Recurrent PSD, n (%) 10 (16.9%)
Associated pilonidal cyst, n (%) 4 (6.7%)
Results Value
Average operative time, min (range) 27.5 (20–45)
Intraoperative complications, n 0
Average VAS score:
▪ 48 h after surgery
2.7 (range 2–5)
Average analgesic requirement, h (range) 20 (16–24)
Average hospital stay length, h (range) 22.4 (18–36)
Average time to return to daily activities, days (range) 2.5 (1–4)
Wound infection, n (%) 0
Recurrence, n (%) 1 (1.6%)
Overall healing rate (%) 100
Average healing time, days (range) 24 (21–30)
Satisﬁed patients (%) 100
4 C. Esposito et al. / Journal of Pediatric Surgery xxx (xxxx) xxx30 months, only 1 recurrence (1.6%) was recorded and successfully
re-treated with PEPSiT 3 months following the ﬁrst treatment.
Patients' demographics and results are summarized in Table 1.
The comparative analysis of the 2 groups, treated before and
after the introduction of our standardized treatment protocol,
revealed no signiﬁcant difference between the 2 groups in regard
to patients' characteristics. Regarding outcome of surgery, Group 2
was associated with a signiﬁcantly shorter operative time compared
to Group 1 (32min vs 23.5 min) (p= 0.001). In addition, the average
healing time was signiﬁcantly shorter in Group 2 (20.5 days) com-
pared to Group 1 (27.5 days) (p = 0.001). One recurrence was
reported in Group 1 but this difference was not statistically signiﬁ-
cant (p = 0.51). We believe that the shorter operative time in
Group 2 was because of the improvement of the learning curve
of PEPSiT. In addition, the faster healing process reported in Group
2 could be related to the improvement of wound management,
including dressings and laser epilation, offered by our treatment
protocol, that provided more local hygiene and a dry setting to ease
the process healing.
The separate outcome analysis before and after the introduction
of our standardized treatment protocol for PEPSiT was reported
in Table 2.Please cite this article as: C. Esposito, F. Turrà, M. Cerulo, et al., Technical standardization of MISmanagement of children with pilonidal sinus dis-
ease using pediatric endoscopi..., Journal of Pediatric Surgery, https://doi.org/10.1016/j.jpedsurg.2019.04.031
Table 2
Separate outcomeanalysis before and after the introduction of our standardized treatment
protocol for PEPSiT.
Group 1
(July 2015–April
2017)
Group 2
(April 2017–July
2018)
Statistical
analysis
Patients' demographics
Number of patients, n 20 39 p = 0.001
Male/female, n/n 13/7 22/17 p = 0.55
Average age, years 15.5 16.5 p = 0.37
Average weight, kg 63.5 69.5 p = 0.55
Associated comorbidity, n 0 0
Recurrent PSD, n (%) 3 (15%) 7 (17.9%) p = 0.51
Associated pilonidal cyst, n (%) 1 (5%) 3 (7.6%) p = 0.55
Outcome of surgery
Average operative time, min 32 23.5 p = 0.001
Intraoperative complications, n 0 0
Average VAS score:
▪ 48 h after surgery
2.5 2.2 p = 0.57
Average analgesic requirement,
hours
22 18 p = 0.33
Average hospital stay length,
hours
24 20.8 p = 0.55
Average time to return to daily
activities, days
2.7 2.3 p = 0.55
Wound infection, n (%) 0 0
Recurrence, n (%) 1 (5%) 0 p = 0.51
Overall healing rate, % 100 100 p = 0.33
Average healing time, days 27.5 20.5 p = 0.001
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After the ﬁrst application of endoscopic surgery to treat anal ﬁstulas
in adults described byMeinero in 2006 and named Video-Assisted Anal
Fistulas Treatment (VAAFT) [13] and the subsequent application of
endoscopic surgery also for treatment of pilonidal sinus disease (PSD)
described by Meinero in 2014 and named Endoscopic Pilonidal Sinus
Treatment (EPSiT) [10], this technique has also been adopted to treat
PSD in the pediatric population [11,12,14]. We started to adopt this
technique in 2015 and we modiﬁed some aspects of the technique
originally described by Meinero in adults [10] with the aim to adapt
the procedure to the pediatric population and we called it PEPSiT
(Pediatric Endoscopic Pilonidal Sinus Treatment) [11,12]. The ﬁrst
paper [11] that we published on PEPSiT reported our preliminary
experience with this technique and the preliminary results in the ﬁrst
15 patients operated on over an 18-month period (July 2015–January
2017). The second report [12] was a multicentric series, coordinated
by Pini Prato in the same period (July 2015–March 2017). We
participated to this multicentric study, referring the results of the
same 15 patients published in the ﬁrst report [11]. This third paper
aimed to present a larger series (n = 59), including all patients
operated on with PEPSiT in our surgical unit over a 36-month period
(July 2015–July 2018). In addition, the paper reported a longer
follow-up with more standardization of the procedure, compared
to the previous two reports [11,12].
We believe that this technique has dramatically changed the
management of PSD in children; in fact, whereas we operated only
3–4 patients per year in our center before introduction of endoscopic
surgery, the average number of patients has grown to about 30 per
year after introduction of PEPSiT. Since introduction of PEPSiT in our
surgical practice in July 2015, all patients presenting with PSD were
candidates to PEPSiT. We believe that there are practically no contrain-
dications to PEPSiT. Probably, only recurrent cases presenting as open
wounds from previous failed open repair, which we did not encounter
in our experience, would be not suitable for PEPSiT. Furthermore, until
a few years ago many patients with pilonidal ﬁstulas refused to be
operated for the bad postoperative course of open repair associated
with high postoperative pain, prolonged hospital stay and long timePlease cite this article as: C. Esposito, F. Turrà, M. Cerulo, et al., Technical sta
ease using pediatric endoscopi..., Journal of Pediatric Surgery, https://doi.ofor healing [15–17]. In the last 2 years, we observed, as we already
stated, a huge increase in the number of patients who choose to
undergo PEPSiT.
After more than 36months of experience, we have standardized the
steps of the technique reporting a success rate higher than 98% with a
painless postoperative course and a very short hospital stay. In our
opinion, essential factors for the treatment success are the use of PEPSiT
procedure with all advantages of endoscopic surgery but also the laser
epilation in the pre- and postoperative period in order to decrease the
recurrence rate near to zero. It is crucial to standardize not only the
procedure itself but also the pre-operative preparation and the
postoperative management.
The originality of the paper is that for the ﬁrst timewe set-up a stan-
dardized protocol to treat patients with PSD. This protocol includes 3
steps, the ﬁrst one providing preoperative laser epilation, the second
one providing surgical treatment and postoperative wound manage-
ment until completewound healing, and ﬁnally the third step providing
a radical hair removal with laser technology after complete wound
epithelization. We believe that this standardized protocol is crucial to
obtain the excellent results reported in our series and can be replicated
in any other surgical center. Our clinical results conﬁrmed the great
impact of this protocol on surgical outcomes; in fact, a faster healing
process was reported in Group 2 (treated with standardized protocol)
and this faster healing process could be related to the improvement
of wound management, offered by our standardized treatment
protocol, that provided more local hygiene and a dry setting to ease
the process healing.
Considering that the hirsutism is one of the most common etiologic
factors of PSD and an important risk factor for its recurrence [4], before
surgery all the patients underwent a laser epilation of the pilonidal
region. Each patient received preoperatively at least 2–3 treatments
according to the local status.
PEPSiT, as we already reported, has two phases: a diagnostic
phase and an operative phase [11]. In the diagnostic phase, it is cru-
cial to identify the anatomy of the pilonidal sinus and any secondary
tracts and/or abscess cavities. Before entering into the ﬁstula's path
with the ﬁstuloscope, injection under pressure of saline solution
with a syringe may be useful in order to enlarge and wash the cavity.
If the ﬁstula's oriﬁce is too tight, it may be widened with a spreading
clamp in order to allow introduction of the 10 Ch ﬁstuloscope. In the
patients with multiple external oriﬁces, the lower pit is usually used
for access. However, in some more complex cases, the ﬁstuloscope
can be introduced through multiple pits, according to the local
anatomy. In the following operative phase, it is extremely important
to remove all the hairs and bulbs present in the pilonidal cavity
with the grasping forceps and all the necrotic material with the
endobrush. Then, a careful cautery ablation of all sinus granulation
tissue should be performed with the monopolar electrode, com-
mencing in the main tract and where appropriate traversing second-
ary tracts and abscess cavities. In presence of a concomitant pilonidal
cyst, which is usually located laterally to the ﬁstula's opening, an ad-
ditional small incision may be required in order to remove the cyst,
as happened in about 6% of our patients. From technical point of
view, a key-point of PEPSiT is the use of the ﬁstuloscope with its
removable handle that allows an easy maneuvering and a better er-
gonomics for the surgeon. Additionally, the surgeon usually stands
on a step, in order to achieve a better ergonomics for shoulders
during the procedure. The postoperative management is another
key-factor for the success of the procedure. Parents should be
instructed about the wound management that they have to perform
daily by applying topically an antiseptic solution of 2% eosin and a
silver sulfadiazine spray for at least 2–3 weeks postoperatively. In
addition, laser epilation should be continued in the postoperative
period in order to achieve a radical hair removal in the affected
area with the aim to signiﬁcantly decrease the recurrence rate.
After completion of the wound healing process, all the patients ofndardization of MISmanagement of children with pilonidal sinus dis-
rg/10.1016/j.jpedsurg.2019.04.031
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vals. In many cases, the reason for the high recurrence rate of PSD is
not likely to be an unsuccessful operative procedure and unsuccess-
ful removal of the lesion. Rather, it is more likely to be because of fail-
ure to pay strict and constant attention to the prevention of
reaccumulation of hair in this area [19,20]. The role played by hair in-
ﬂuences the management of PSD and control of hair growth in the
perisinus area has shown to help in healing of the PSD and
preventing recurrence [21–23]. Hair growth can be controlled by
shaving the natal cleft regularly, using depilatory cream or with
laser technology [20]. The latter option aims at removal of hair by
photothermolysis of the hair follicles [24,25]. Laser depilation has
an advantage over conventional shaving as the light can reach deep
crevices in the natal cleft, which would otherwise be difﬁcult to ac-
cess [22]. The rationale of this management was to maintain a dry
and clean setting in order to avoid the inclusion of hair and to facili-
tate wound healing [24,25]. Thanks to the standardization of the pro-
cedure, we obtained a success rate higher than 98% with only 1
recurrence (1.6%) that occurred in one of the ﬁrst patients of our se-
ries, who did not undergo laser epilation. With the advent of PEPSiT,
the recurrence rate of PSD has dramatically diminished, from 30% as
reported with open repair [18] to 1.6% as reported with PEPSiT in our
series. Additionally, none of our patients treated with PEPSiT experi-
enced any of the problems encountered using the classic open repair,
such as esthetical problems, infection, hematoma or wound dehis-
cence. In our experience, PEPSiT reported several advantages com-
pared with traditional open techniques. First of all, the direct vision
allows surgeons to clearly identify not only the pilonidal sinus, but
also any possible ﬁstula tracts or abscess cavities. The destruction
can be modulated and there is the certainty of the complete removal
of the infected area. Moreover, the hemostasis, which is one of the
major problems with traditional open treatment, is perfectly done
under direct vision. This direct vision also allows the complete re-
moval of the hairs and their follicles, often located not only in the pi-
lonidal sinus, but also in the surrounding tissues. PEPSiT was also
useful in case of recurrent PSD after open treatment, as happened
in 10 patients (16.9%) of our series. Before undergoing PEPSiT, all
these patients, who had previously experienced the long and painful
postoperative course of open surgical repair, were terriﬁed by the
idea to undergo a repeat surgery. After PEPSiT, all of them were en-
thusiasts with this technique for the excellent postoperative course
and also for the good cosmetic outcome. Lack of pain, absence of
scar, easy self-management at home, faster recovery and return to
full daily activities and a low risk of recurrence or infections may ex-
plain the high satisfaction rate reported in our study.
On the basis of our experience, we believe that PEPSiT represents the
technique of choice for surgical treatment of PSD in children and
teenagers. PEPSiT is technically easy and fast to perform, with a short
learning curve for the surgeons and a short and painless postoperative
outcome for the patients and a low recurrence rate (1.6% in our series).
However, it is crucial to standardize the steps of the technique
consisting of pre- and postoperative laser epilation, PEPSiT procedure
and postoperative wound management with eosin and sulfadiazine
spray for at least 2–3 weeks postoperatively.Declaration of interest
All authors declare that they have no conﬂicts of interest or ﬁnancial
ties to disclose.Please cite this article as: C. Esposito, F. Turrà, M. Cerulo, et al., Technical sta
ease using pediatric endoscopi..., Journal of Pediatric Surgery, https://doi.oFunding
This research did not receive any speciﬁc grant from funding
agencies in the public, commercial or not-for-proﬁt sectors.
References
[1] Khanna A, Rombeau JL. Pilonidal disease. Clin Colon Rectal Surg 2011;24(1):46–53.
https://doi.org/10.1055/s-0031-1272823.
[2] De Parades V, Bouchard D, Janier M, et al. Pilonidal sinus disease. J Visc Surg 2013;
150(4):237–47. https://doi.org/10.1016/j.jviscsurg.2013.05.006.
[3] Sondenaa K, Andersen E, Nesvik I, et al. Patient characteristics and symptoms in
chronic pilonidal sinus disease. Int J Color Dis 1995;10:39–42.
[4] Yildiz T, Elmas B, Yucak A, et al. Risk factors for pilonidal sinus disease in
teenagers. Indian J Pediatr 2017;84(2):134–8. https://doi.org/10.1007/s12098-
016-2180-5.
[5] Chintapatla S, Safarani N, Kumar S, et al. Sacrococcygeal pilonidal sinus: historical
review, pathological insight and surgical options. Tech Coloproctol 2003;7:3–8.
https://doi.org/10.1007/s101510300001.
[6] Giarratano G, Toscana C, ShalabyM, et.al Endoscopic pilonidal sinus treatment: long-
term results of a prospective series. JSLS 2017;21:1–6. https://doi.org/10.4293/JSLS.
2017.00043.
[7] Bascom J. Pilonidal disease: long-term results of follicle removal. Dis Colon Rectum
1983;26(12):800–7.
[8] Zagory JA, Golden J, Holoyda K, et al. Excision and primary closure may be the better
option in the surgical management of pilonidal disease in the pediatric population.
Am Surg 2016;82(10):964–7.
[9] Bascom J, Bascom T. Failed pilonidal surgery: new paradigm and new operation
leading to cures. Arch Surg 2002;137(10):1146–50.
[10] Meinero P, Mori L, Gasloli G. Endoscopic pilonidal sinus treatment (E.P.Si.T.). Tech
Coloproctol 2014;18(4):389–92. https://doi.org/10.1007/s10151-013-1016-9.
[11] Esposito C, Izzo S, Turrà F, et al. Pediatric endoscopic pilonidal sinus treatment,
a revolutionary technique to adopt in children with pilonidal sinus ﬁstulas: our
preliminary experience. J Laparoendosc Adv Surg Tech A 2018;28(3):359–63.
https://doi.org/10.1089/lap.2017.0246.
[12] Pini Prato A, Mazzola C, Mattioli G, et al. Preliminary report on endoscopic pilonidal
sinus treatment in children: results of a multicentric series. Pediatr Surg Int 2018;34
(6):687–92. https://doi.org/10.1007/s00383-018-4262-0.
[13] Meinero P, Mori L. Video-assisted anal ﬁstula treatment (VAAFT): a novel sphincter-
saving procedure for treating complex anal ﬁstulas. Tech Coloproctol 2011;15(4):
417–22. https://doi.org/10.1007/s10151-011-0769-2.
[14] Sequeira JB, Coelho A,Marinho AS, et al. Endoscopic pilonidal sinus treatment versus
total excision with primary closure for sacrococcygeal pilonidal sinus disease in the
pediatric population. J Pediatr Surg 2018;53:2003–7. https://doi.org/10.1016/j.
jpedsurg.2018.02.094.
[15] Fike FB, Mortellaro VE, Juang D, et al. Experience with pilonidal disease in children.
J Surg Res 2011;170:165–8. https://doi.org/10.1016/j.jss.2011.02.016.
[16] Dahmann S, Lebo PB, Meyer-Marcotty MV. Comparison of treatments for an infected
pilonidal sinus: differences in scar quality and outcome between secondary wound
healing and Limberg ﬂap in a prospective study. Handchir Mikrochir Plast Chir 2016;
48(2):111–9. https://doi.org/10.1055/s-0041-111322.
[17] Nasr A, Ein SH. A pediatric surgeon's 35-year experience with pilonidal disease in a
Canadian children's hospital. Can J Surg 2011;54(1):39–42.
[18] Doll D, Krueger CM, Schrank S, et al. Timeline of recurrence after primary and
secondary pilonidal sinus surgery. Dis Colon Rectum 2007;50:1928–34.
https://doi.org/10.1007/s10350-007-9031-4.
[19] Pronk AA, Eppink L, Smakman N, et al. The effect of hair removal after surgery for
sacrococcygeal pilonidal sinus disease: a systematic review of the literature. Tech
Coloproctol 2018;22:7–14. https://doi.org/10.1007/s10151-017-1722-9.
[20] Conroy FJ, Kandamany N, Mahaffey PJ. Laser depilation and hygiene: preventing
recurrent pilonidal sinus disease. J Plast Reconstr Aesthet Surg 2008;61:1069–72.
https://doi.org/10.1016/j.bjps.2007.06.022.
[21] Badawy EA, Kanawati MN. Effect of hair removal by Nd:YAG laser on the recurrence
of pilonidal sinus. J Eur Acad Dermatol Venereol 2009;23:883–6. https://doi.org/10.
1111/j.1468-3083.2009.03147.x.
[22] Khan M, Javed A, Govindan K, et al. Control of hair growth using long-pulsed
alexandrite laser in an efﬁcient and cost effective therapy for patients suffering
from recurrent pilonidal disease. Lasers Med Sci 2016;31:857–62. https://doi.org/
10.1007/s10103-016-1920-0.
[23] Ghnnam WM, Hafez DM. Laser hair removal as adjunct to surgery for pilonidal
sinus: our initial experience. J Cutan Aesthet Surg 2011;4:192–5. https://doi.org/
10.4103/0974-2077.91251.
[24] Bütter A, HansonM, Van Houwelingen L, et al. Hair epilation versus surgical excision
as primary management of pilonidal disease in the pediatric population. Can J Surg
2015;58(3):209–11.
[25] Landa N, Aller O, Landa-Gundin N, et al. Successful treatment of recurrent pilonidal
sinus with laser epilation. Dermatol Surg 2005;31(6):726–8.ndardization of MISmanagement of children with pilonidal sinus dis-
rg/10.1016/j.jpedsurg.2019.04.031
